Objective: Although evidence suggests that patients with cognitive impairment can benefit from rehabilitation, healthcare professionals (HCPs) on geriatric rehabilitation units (GRUs) often find that providing care to these patients following a hip fracture can be challenging. The objective of this study was to identify the behavioral symptoms that HCPs find difficult to manage in patients with dementia who have had a hip fracture and the strategies that they report using when patients exhibit these symptoms. Subjects and Methods: One hundred thirtythree HCPs responsible for providing direct rehabilitation care in 7 GRUs in Ontario, Canada, completed a questionnaire. The questionnaire collected data on the frequency of behavioral symptoms that persons with dementia experienced after hip fracture surgery and on the strategies HCPs used to manage these symptoms. Results: The data collected indicate that HCPs perceived patients' anxiety, agitation, and irritability to be the main behavioral symptoms that interfere with their ability to deliver rehabilitation care. HCPs perceived that patients' behaviors occurred frequently enough to influence rehabilitation care, however, only 51% of nursing staff listed strategies they used when patients exhibited behavioral symptoms, whereas as many as 96% of allied HCPs listed strategies. When clients had symptoms, staff used assessment and intervention strategies, which included both nonpharmacological and pharmacological ones.
proportion of the population becomes elderly, the incidence of hip fractures is expected to increase, 5 as is the prevalence of dementia. 6 Dementia refers to a global loss of cognitive and intellectual functioning that gradually interferes with social and occupational performance. 7 As a result of changing demographics, 31% to 45% of geriatric orthopedic rehabilitation patients have dementia or cognitive impairment, 8 and this percentage is expected to rise.
Evidence shows that patients with cognitive impairment can benefit from participating in rehabilitation programs targeted at improving their locomotion, self-care, and motor function. [9] [10] [11] [12] [13] [14] [15] [16] Rolland et al 10 found that the functional gain related to baseline functional status of patients on a geriatric rehabilitation unit (GRU) was not significantly different between patients with or without cognitive impairment. These results were supported by Barnes et al, 11 who examined outcomes of rehabilitation patients with varying levels of cognitive impairment and found significant functional gains in motor and cognitive Functional Independence Measure scores, regardless of cognitive impairment. 11 However, healthcare professionals (HCPs) often find it challenging to care for patients with dementia. 1, 8 In spite of compelling evidence for the viability of rehabilitation for persons with cognitive impairment who have had a hip fracture, HCPs still struggle with establishing and delivering effective rehabilitation interventions for these patients. 1, 8 One predicament is that patients' behavioral symptoms frequently interfere with rehabilitation care processes.
Eighty-three percent of older adults with cognitive impairment experience one or more behavioral symptoms 17 that are often referred to as "challenging behaviors." This catch-all term is used to describe any patient behavior that is deemed to be dangerous to them, their fellow patients, or staff, or that is considered to be antisocial. 18 In the context of dementia, challenging behavior includes symptoms such as irritability, disinhibition, agitation, irritability, anxiety, delusions, and hallucinations. 19 Symptoms such as agitation, anxiety, and irritability diminish the quality of life for the patient 20 and may influence the quality of care provided by the HCP. Agitated behaviors of the patient contribute to functional decline, increased falls and injury, social isolation, and the use of physical and chemical restraints. 21 These behavioral symptoms are often attributed to the disease by HCPs, and as such, the emphasis is on the patients' disability. 22 However, the clients' agitation, anxiety, or irritability is more likely related to physical discomfort or features within the environment and often results from more than one cause. 23 Consequently, considerable assessment, including observation, is frequently required to understand the nature of the behavior or the message it expresses, before effective strategies and/or interventions can be developed.
To date, no research has been conducted in rehabilitation settings to examine whether HCPs perceive behavioral symptoms of patients with cognitive impairment as an obstacle to rehabilitation care. Furthermore, it is not clear what strategies HCPs use to deliver care when these patients exhibit such behaviors. Therefore, this descriptive study explored the following questions from HCPs' perspectives: (1) What behavioral symptoms most frequently interfere with rehabilitation of persons with dementia who have had hip fracture surgery? and (2) What strategies are used when patients experience behavioral symptoms during their rehabilitation care? This article explores the HCPs' perspectives about the frequency with which patients' behavioral symptoms interfered with rehabilitation care and the strategies that were used to minimize these symptoms. A second article analyzes the HCPs' perceptions about the frequency of cognitive disturbances during rehabilitative care following hip fracture surgery, and the strategies used to minimize them. The second article is published as part II of this series.
The study population, which was defined as all HCPs working on a GRU in Ontario, included registered nurses (RNs), registered practical nurses (RPNs), nurse practitioners (NPs), physiotherapists (PTs), occupational therapists (OTs), speech-language pathologists (SLPs), social workers (SWs), recreational therapists (RTs), and dieticians (Ds). Respondents were employed full-time or parttime on the GRU. All 8 existing GRUs in Ontario were contacted, and the study was explained. One GRU administrator declined having his staff participate, because the unit's strict admission criteria allowed very few patients with dementia to be admitted. The HCPs from the 7 remaining GRUs were asked to complete a questionnaire. The potential sampling population totaled 200 HCPs, based on the full complement of staff on all 7 units.
Questionnaire development
A questionnaire was developed on the basis of principles described by Dillman. 24 Researchers relied on clinical experience and an extensive literature review about behavioral symptoms of patients with dementia to determine the topics to be questioned. 22 Questionnaire design involved developing word- ing that was clear and unambiguous. 25 The questionnaire was pilot tested with 10 HCPs working on a GRU in Ontario. On the basis of the pilot testing, the wording of 4 questions was changed to improve clarity. Preliminary content validity, feasibility, and ease of use were established during the pilot testing 24, 26 by consensus of the authors with expertise in geriatric rehabilitation and those with expertise in questionnaire construction.
The final questionnaire included questions about the HCPs' characteristics (gender, age, experience on the GRU and in general, and highest education), assessment tools used to guide practice, and patients' behavioral symptoms that interfered with care. The questionnaire was composed of 20 questions. Of specific relevance to this article was one question that had 6 subsections designed to measure the frequency of several behavioral symptoms during care (Table 1) , with a corresponding open-ended section asking HCPs to indicate strategies they utilized when patients exhibited these behaviors.
Procedures
Ethical approval was obtained from the research ethics boards at each of the 7 facilities. All HCPs were invited to attend questionnaire completion sessions on the unit. A total of 3 sessions were held per unit. A 
Analysis
To answer research question 1 about HCPs' perceptions of the frequency with which patients' behavioral symptoms interfered during rehabilitating care, the top 3 behavioral symptoms that interfered with care were determined for each staff category. As similarities in the responses were noted, it was decided to collapse the data into 2 groups, that is, allied HCPs (PTs, OTs, SLPs, SWs, RTs, and Ds) and nursing staff (RNs, RPNs, and NPs). For the purpose of the frequency analysis, symptoms that were reported as occurring "often" and "very often" were collapsed, as these responses implied that these symptoms affected the rehabilitation care delivery more severely than those categorized by the response "sometimes." Furthermore, the categories "rarely" and "never" were collapsed and were recategorized as "not interfering with care."
To answer research question 2 about the strategies staff used to avoid or minimize behavioral symptoms, a content analysis of the listed strategies was conducted. 27 It included thematic analysis and the development of a coding system for quantifying response variables. 28 On the basis of the content analysis, frequency counts were recorded to elucidate HCPs' strategy patterns. All analyses were conducted with the software package SPSS ® , Version 11.0.
RESULTS

Sample characteristics
Characteristics of the HCPs are presented in Table 2 . Most respondents were women (94%) and almost three-fourths were nursing staff (72%). Forty-four of these were RNs and 52 were RPNs. The sampling frame is typical of the proportions of nursing staff versus allied HCPs on GRUs. Respondents reported working in the rehabilitation field an average of 7 years, and the majority worked full-time. Approximately half of the HCPs had received previous education about dementia, mostly from in-services provided by the facility.
HCPs' perceptions of the behavioral symptoms interfering with care and the number of strategies reported
All respondents indicated that the following patient behavioral symptoms interfered with care: agitation, aggression, disinhibition, irritability, aberrant motor behavior, and anxiety (Table 3) . However, their perceptions of how frequently the behaviors influenced rehabilitation care varied according to the behavior and the group reporting. For example, nursing staff more often perceived anxiety, irritability, agitation, aggression, and disinhibition to interfere with care, whereas 60% of them listed aberrant motor behavior as not influencing care. Allied HCPs found that only irritability and anxiety often interfered with care. Overall, nursing staff and allied HCPs both found anxiety, agitation, and irritability to be the behaviors that most interfered with the provision of rehabilitation care.
Between 70% and 88% of the nursing staff reported that the 3 most frequently occurring behavioral symptoms interfered with rehabilitation care (Table 4) . However, only 37% to 76% of allied HCPs reported that these same symptoms influenced care. The largest discrepancy between these groups was noted for agitation, as nursing staff reported that this symptom interfered during care almost twice as often as allied HCPs did (70% vs 38%, respectively). Of these 3 behavioral symptoms, patients' anxiety was perceived by both groups as the one that interfered the most with care. Although many HCPs indicated that patients frequently displayed behavioral symptoms during their care, a wide range of between 32% and 96% of the total sample reported strategies to minimize these behaviors. Only 32% to 51% of nursing staff who reported anxiety, agitation, or irritability as interfering with rehabilitation care listed a strategy to minimize these behaviors. Of the allied HCPs who reported these same symptoms as interfering with care, between 79% and 96% listed strategies. Therefore, nurses reported fewer strategies than allied HCPs. Also, the number of strategies reported varied by behavior, with the most being reported by both groups when patients exhibited anxiety. A subanalysis not featured in the table also revealed that RNs reported twice as many strategies as RPNs for all 3 symptoms.
Strategies HCPs reported to deal with patients' behavioral symptoms
Content analysis revealed 9 strategy patterns that staff used when caring for patients who exhibited anxiety, agitation, or irritability. The coding system included strategies focused on assessment and interventions. Assessment strategies included an individual approach, where the HCPs attempted to identify the cause of the patients' behaviors, or a team approach, which included seeking out the team for assistance with the assessment. Intervention strategies consisted of 2 categories: nonpharmacological and pharmacological strategies. Pharmacological interventions were presented as "give medications to reduce the symptom"; however, none of the respondents listed specific drug names or dose. Nonpharmacological interventions were presented in the following 6 groups: (1) use relational approaches (ie, using a calm approach, building a relationship with the patient, reassuring patients that they can do the therapy, explaining, providing positive feedback, and establishing close contact with the patient); (2) adjust daily routines to focus on the person, not the tasks (ie, not forcing the patient into prescribed HCPs' routines, allowing choices, learning how to avoid their triggers, and learning how to redirect patients when necessary); (3) adjust the environment (ie, using strategies to reduce their stress by simplifying their environment, enhancing patient safety in the environment, and removing the patient from one environment to try another); (4) use structured activities (ie, tasks that allow for release or offer a diversion or distraction, which may include recreational, conversational, or physical activities); (5) establish continuity (ie, use strategies such as a consistent routine or use care plans to ensure the same approach); and (6) invite family involvement (ie, involving family members in the development of the care plan).
The most commonly identified strategies and the number of HCPs who reported using them for the top 3 behavioral symptoms (ie, anxiety, agitation, and irritability) are listed in Table 5 . Nursing staff relied more frequently on assessing the reason for the patients' behaviors (10%-33%) than allied health staff (8%-15%), depending on the behavioral symptom. Most often, all staff relied on their own assessment skills to understand the cause of the behavioral symptom, but at times they sought their team members' advice. When the strategies that HCPs used were analyzed, it became evident that they were very similar for the 3 different behaviors and for the 2 healthcare groups. Nonpharmacological approaches were the strategies that all HCPs reported using most often to minimize behavioral disturbances (between 55% and 90% of responses). The main strategy to minimize all behaviors regardless of whether the patient was agitated, anxious, or irritable was to use relational approaches, examples of which included reassuring the patients, using gentle touch and a soft soothing voice, and encouraging the patients. Relational approaches also included building a relationship with the patients, getting to know them, and determining their likes and dislikes. Adjusting routines was the next most frequently listed strategy. Examples included leaving and coming back later, redirecting the patients (ie, providing them with tasks that allowed for release of their irritability or agitation), giving the patients control, picking an optimum time for therapy based on the patients' wishes, and providing one-on-one treatment. The strategy of adjusting the environment was less defined, and, for many staff, included simplifying the environment. Additional strategies based on adjusting the environment included removing patients from an area where they were upset or changing the environment.
The greatest discrepancy between the strategies allied HCPs and nursing staff suggested to manage behaviors arose over the use of pharmacological approaches to treat agitation. Nursing staff mentioned giving medication as a strategy 16% of the time, whereas allied HCPs did not list this as a strategy. However, allied health staff more frequently mentioned using structured activities when patients were agitated or anxious. This approach involved using diversional activities or giving tasks that allowed for release of agitation.
DISCUSSION
This study identified specific patient behavioral symptoms that GRU staff find challenging when providing rehabilitation care to persons with dementia who have had a hip fracture, measured HCPs' perception of the relative frequency of these symptoms, as well as the frequency with which they reported using strategies to counteract these behavioral symptoms, and described the strategies they used to manage the symptoms.
Agitation, irritability, disinhibition, aberrant motor behavior, aggression, and anxiety were identified as interfering with rehabilitation care. All HCPs identified these top 3 behavioral symptoms as anxiety, irritability, and agitation. The patient behavioral symptoms that were identified on GRUs in this study are similar to those displayed by persons in longterm care (LTC) facilities 17 and are also found to be a challenge to LTC staff. 18 Nursing staff reported higher frequencies of agitation, anxiety, and irritability interfering with their care than allied HCPs did. The higher frequency of disruptive behaviors is to be expected, because nurses provide care for longer intervals than most other allied HCPs. Furthermore, nursing staff provide care at all times of the day. For patients with cognitive impairment, bathing is often unpleasant and can constitute a threat to the physical and mental health of the patient and provider. 29 Bathing is particularly likely to trigger behavioral symptoms such as agitation, aggression, and anxiety. 30 Nursing staff behaviors, such as letting the patient know when care begins, allowing flexibility in scheduling, using favorite bath products, using facilitative communication technique, and using verbal prompting, have been demonstrated to reduce resident agitation during the bathing process. 31 Although nursing staff reported more often than allied HCPs that behavioral symptoms interfered with care, they reported fewer strategies to manage them. When patients were agitated, anxious, or irritable, between 32% and 51% of nursing staff reported using strategies to deal with them, whereas between 76% and 96% of allied HCPs reported using strategies to manage these same symptoms. These results may signify the nursing staff's unfamiliarity with strategies to use to provide care to patients with behavioral symptoms. Of further interest is that while nursing staff less frequently reported using strategies to manage behavioral symptoms, RPNs reported using even fewer strategies than RNs. A careful consideration of staffing mix and knowledge required to work in these increasingly complex environments is warranted.
With regard to the strategies used to minimize behaviors, all staff emphasized assessing the patients' behavior. Current evidence suggests that the behavior of patients with cognitive impairment may be an expression of an REHABILITATING PATIENTS unmet need. 32 Therefore, careful assessment of the potential causes of challenging behaviors is essential to determine whether some underlying cause such as adverse medication effects, infection, dehydration, pain, delirium, fecal impaction, or injury is behind such behaviors. 32 When assessment provides insight into a cause for behavioral issues, the identified cause should be addressed before staff move on to other methods of treating behavioral symptoms. Although patients' behaviors may be disruptive, they represent the most meaningful mechanism the individual has for communicating unmet needs. 23 If the patient's behavior is misinterpreted, needs are left unmet, which can contribute to worsening behavior, new disruptive behaviors, and additional needs. Identifying unmet needs speaks to the necessity for increased physical, emotional, and social assessments and critical thinking when the behavioral symptoms of persons with dementia are addressed. 23 The main strategy that all staff listed as using when patients exhibited behavioral symptoms was effective relational approaches. Relating well, which included using a calm approach, a soft voice, slow movements, and a gentle touch, have traditionally been successful for managing agitation in LTC facilities. 33 Staff also related well by reassuring the patient, providing the patient with explanations, giving the patient control, and waiting until the patient was no longer agitated before continuing care. These strategies, which are based on adapting care to the patients' responses, focus on the patient, not the task. This approach has been shown to decrease agitation and anxiety for patients with dementia. 34 One of the main relational strategies that HCPs stated that they used in their practice when patients exhibited behavioral symptoms was an attempt to get to "know the person." 35 Staff tried to gain experiential and personal knowledge about the subtleties of the person's personality and behavior. Knowledge of each person with dementia is primordial to foster relationships with patients, rather than to emphasize task completion. 36 HCPs in this study spoke about their focus on relationship development with the patient, which would further aid them in understanding the triggers for disturbing behavioral symptoms. Individually tailored interventions based on knowing the patients and their preferences can help HCPs reduce unpleasant behaviors for persons with dementia. 37 Best practices for the care of patients with dementia who exhibit behavioral symptoms also include being aware of the environment's influence on the persons' cognition and behavior. Twenty-three percent of staff in the questionnaire reported the need to adjust the social and physical environment to manage patients' behavioral symptoms. Using distractions and simplifying the environment were among the most frequently suggested strategies to support patients who exhibited anxiety, agitation, or irritability during care. Simplifying the social environment (ie, the number of interactions or activities) is consistent with the principles underlying the Model of Imbalance in Sensoristasis. 38 This model suggests that agitated behavior may be exacerbated in persons with dementia when there is an imbalance between sensory-stimulating and sensory-calming activities. 38 This model requires HCPs to choose from a variety of sensory-stimulating and sensory-calming activities that have been effective in managing agitation and that are consistent with the individual's preferences. An example of how this theory could apply to rehabilitation practice is creating schedules of activities so that patients do not receive rehabilitation for periods longer than they can tolerate. Likewise, when patients are in environments that reduce disruptive stimulation such as excessive noise, their agitation may be reduced. 37 In this study, staff used the strategy of adjusting their routines to meet the patients' needs. Staff mentioned not forcing patients into set routines that were convenient for staff, but instead leaving and coming back later when patients were less agitated or redirecting patients when they were with them. Providing rehabilitation at the bedside instead of in a gym is also an adjustment in routines that allied health professionals had to make for the benefit of the patient. An additional advantage may develop because of this adjustment, namely, integration of care and information across disciplines. For example, if nursing staff are able to observe rehabilitation staff transfer and mobilize the patient and complete exercises in the patient's room, nurses may be able to integrate these practices into their own care, and they can learn from one another. Rehabilitation care at the bedside may also assist in ensuring that care received from different providers is connected in a coherent way. Structured activities were less frequently mentioned as a strategy by HCPs, but evidence exists that these activities may also reduce agitation for patients with dementia. According to Hellen, 39 a well-chosen activity that is selected on the basis of knowing the individual can distract the patient. Structured activities that have been found to be successful in reducing agitation for persons with dementia include recreational activities such as listening to music, or physical ones such as walking, movement, or exercise programs. 7 Knowing the person would help staff understand which structured activity would work best. For example, rehabilitating a patient may be more successful first thing in the morning for someone who has always risen early. The added benefit for patients when staff use these strategies is the additional rehabilitation they will receive.
Continuity of care, such as using a consistent routine, was listed as a strategy that staff relied on when caring for patients with dementia. For patients, continuity of care is the experience of care as connected and coherent over time. For providers, it is the experience of having sufficient information and knowledge about a patient to best apply their professional competence and of having the confidence that their care is recognized and pursued by other providers. The importance of good coordination and continuity of care from different providers needs to be better understood in rehabilitation environments.
Family participation in rehabilitation care may also be an effective strategy to minimize patients' anxiety, agitation, or irritability. Most family caregivers possess information about the person's history, routines, and preferences that staff may find useful when guiding their care. 40 When their relative is in rehabilitation, the particular expertise of family members should be used to the best advantage. For those patients returning home, families also need to learn how to best care for their relatives following discharge.
Pharmacological interventions were mentioned in this study as being used by nursing staff to reduce agitation. In LTC, a substantial proportion of residents with dementia are given psychotropic medication to reduce problematic behaviors. 41 In LTC environments, the treatment of such behaviors has traditionally been focused on a combination of mechanical or chemical restraints, practices that are currently being challenged. 18 Only limited research evidence supports the effectiveness of drug therapy for treating behavioral symptoms of dementia, 20, 42 and some research even suggests that psychotropic medications can be harmful. 43 Recent guidelines released by the Canadian Coalition for Seniors' Mental Health 44 stress the importance of attempting nonpharmacological interventions prior to considering pharmacological treatment of behavioral symptoms for dementia. If nonpharmacological options fail, then medications should be considered if there is the potential that patients would harm themselves or others, or if a patient's condition has not improved within 30 days. Medications should be used as a last resort and must be used judiciously to avoid severe side effects, such as oversedation and parkinsonism.
Limitations of the study
The self-reporting format of the questionnaire may not accurately reflect the actual care that staff provide in the respective institutions. In addition, there is no information on the nonrespondents, so we are unaware of the reasons for their lack of participation. Because of the relatively small numbers, the responses from allied HCPs have been combined, which may mask any difference in experiences, attitudes, and strategies between the professional groups.
Implications of the study
The main clinical implication of this study is that GRU staff require knowledge about strategies they can use to assess and intervene when patients exhibit behavioral symptoms during care. The current variability in knowledge of strategies used by GRU staff highlights an immediate need to establish standardized education for staff that focuses on assessment and nonpharmacological interventions. The importance of identifying patients' unmet needs, which may result in irritability, anxiety, or agitation, speaks to the need to increase physical assessments and critical thinking when addressing behavioral symptoms for persons with dementia. 23 When patients can no longer verbally communicate their needs, staffs' skills must be more advanced. Finally, despite the increasing number of persons with cognitive impairment in our rehabilitation environments, 8 our educational system is not preparing future HCPs in how to adequately care for persons with dementia. All entry-level HCP programs should include specialized content about the older adult, including assessment and appropriate interventions for patients with dementia.
CONCLUSIONS
Persons with cognitive impairment should have the opportunity for geriatric rehabilitation after hip fracture surgery and the chance to return to community living. This study demonstrates that staff report that patients with cognitive impairment frequently exhibit disruptive behavioral symptoms during rehabilitative care. However, only a moderate proportion of staff were able to suggest strategies to deal with the symptoms. A growing body of research has demonstrated that patients' challenging behaviors are not an inevitable consequence of dementia, but are often the result of external factors that can and should be manipulated. 45 
